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{F 000} INITIAL COMMENTS {F 000}

 This visit was for the Post Survey Revisit (PSR) 

to the Investigation of Complaint IN00179129 

completed on August 7, 2015.

This visit was conjunction with a Post Survey 

Revisit (PSR) to the Recertification and State 

Licensure Survey and the Investigation of 

Complaint IN00176650 and IN00175716 

completed on August 7, 2015. 

This visit was in conjunction with the Investigation 

of Complaint IN00180481, IN00181438, and 

IN00181352.

Complaint IN00179129 - corrected

Survey Dates: September 17, 18, 21 and 22, 

2015

Facility number: 012466

Provider number: 155786

AIM number: 201014060

Census Bed Type:

SNF: 19

SNF/NF: 115

Total: 134

Census Payor Type:

Medicare: 19

Medicaid: 92

Other: 23

Total: 134

Allisonville Meadows was found to be in 

compliance with 42 CFR Part 483 , Subpart B 

and 410 IAC 16.2-3.1 in regards to Post Survey 
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Revisit (PSR) to the Investigation of Complaint 

IN00179129.  

Quality review completed by 30576 on September 

25, 2015.

FORM CMS-2567(02-99) Previous Versions Obsolete L9VY12Event ID: Facility ID: 012466 If continuation sheet Page  2 of 2


